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Abstract: Acoustic comfort is becoming an increasingly important dimension for practitioners in the
context of design of care facilities for older adults, namely nursing homes. Defining the quality of
these spaces based on room acoustics criteria alone might be challenging if aspects related to their
functioning (e.g., speech-based activities) are not taken into account. The acoustical capacity concept
has been previously proposed for eating establishments as a way to provide a quality assessment
based on both physical characteristics of the space and the perceived quality of verbal communication.
In this study, a revised version of a prediction model for ambient noise levels based on occupancy and
an estimation of acoustical capacity are proposed for nursing homes hosting people with dementia,
and the corresponding parameters of slope, group size and absorption per person are optimized for
the specific application, using a Nursing Home in Flanders (Belgium) participating to the AcustiCare
project as case study. Results show that, compared to normal eating establishments, lower absorption
per person values and higher group size values should be used in nursing homes to reduce errors in
ambient noise levels prediction. Furthermore, using a retrofit intervention carried out in the living
room of the Nursing Home, the enhanced acoustical capacity of the space was analysed. Results, in
this case, show that, prior to the retrofit intervention, the acoustical capacity was already exceeded
with average occupancy (i.e., saturated in normal functioning conditions), while the reduction in
reverberation time achieved with the retrofit increased considerably the acoustical capacity of the
space, shifting the quality of verbal communication in the living room from insufficient to satisfactory.
Keywords: acoustical capacity; nursing homes; indoor soundscape; verbal communication; BPSD
1. Introduction
There is a growing research interest for the acoustics of long-term care facilities for older
adults [1–3]—i.e., nursing homes [4]—as part of a broader discourse about the health and well-being of
ageing populations, which is becoming a major societal concern [5]. Defining acoustic comfort in such
environments is not an easy task when so many factors come into play, such as the particular groups of
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people involved (e.g., staff members, nursing home residents) and their perception, the activities taking
place with their potentially conflicting sound sources, and building and room acoustics itself [6–9].
Characterizing the acoustic environments of nursing homes (NHs) with adequate indicators is crucial to
inform design guidelines and eventually provide supportive living environments for their users [10–13].
Long-term care environments qualify as both work and residence spaces. The literature about
the effects of noise exposure in occupational contexts for end users is extensive [14–16]. The impact
of undue/unwanted sounds can lead to significant adverse health effects [17–20]. This implies that
the acoustic performance of care facilities in terms of building elements and overall qualities of a
space is typically regulated at national levels (e.g., [21]), because they host people who are more likely
to be vulnerable to environmental stressors because of their condition. However, applications of
auditory-aware strategies in the specific setting of long-term care facilities for older adults are limited
and often qualitative in nature [22], and the stakeholders’ interest in quantifiable measures and impacts
is growing [1].
This work was carried out in the context of the AcustiCare project (http://www.acusticare.be),
involving five nursing homes in Flanders, Belgium and a number of stakeholders of the sector, with
the overarching aim of proposing active soundscape management and design recommendations for
nursing homes hosting older people with Behavioural and Psychological Symptoms of Dementia
(BPSD) [12,23]. While the main focus was on active strategies (e.g., artificially controlled sound
environments with electroacoustic systems), the project also looked at passive acoustic requirements
and room acoustics conditions in the main spaces of the nursing homes, namely the living rooms,
where staff and nursing home residents spend most of their time during the day [7]. Adequate
conditions for good verbal communication are a necessary requirement for the living rooms of nursing
homes, where most of the interactions between staff members and residents occur, and where key
social functions take place (common activities, family visits, dining, etc.).
The concept of “acoustical capacity” proposed by Rindel approximately a decade ago [24] might
be applied to the context of Nursing Homes (NHs). The goal of this paper is to investigate the most
appropriate values for model parameters to apply in Rindel’s prediction equation of ambient noise
level for the living rooms of nursing homes hosting older adults with dementia. The rationale for
extending the scope of the model to this specific case study is two-fold: (1) the occupancy of living
rooms in nursing homes is typically lower (typically ca. 20–30 people, including residents, staff and
occasional visitors) compared to what has been tested to date (typically 50–500 people), so there is a
need to check whether this statistical approach is applicable at this smaller scale [24]; (2) the verbal
communication dynamics of living rooms hosting (among others) people with dementia are likely
to differ from other facilities hosting older adults—for instance, because of staff members speaking
with increased vocal effort to be heard by people with a hearing impairment or because of shouting
behaviours that sometimes occur for people with BPSD [25].
For this purpose, a set of measurements of noise levels and occupancy carried out in one of the
nursing homes of the AcustiCare project was used to optimize and validate the prediction model of
ambient noise levels. Furthermore, the acoustical capacity variation was analysed in this case study
after an acoustical retrofit intervention was implemented in the living room.
2. Theoretical Background
Some studies have approached the assessment of the acoustic quality of care facilities in terms of
background noise levels monitoring [26,27]. However, this work aims to make a further step: because
speech-related functions are so important there, it is probably more appropriate to refer to parameters
that can take into account (and parametrize) more factors at the same time, such as background noise
levels, desired function (verbal communication in this case), room acoustics conditions (reverberation
and volume), and occupancy. Acoustical capacity can serve this purpose: it was introduced as a
concept in Rindel’s work about the acoustics of eating establishments and places for social gatherings
in general [24,28], and is defined as “the maximum number of persons allowed in the room for sufficient
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quality of verbal communication” [29], where “sufficient” implies that the signal-to-noise ratio (SNR)
is better than -3 dB, or that the ambient noise level does not exceed 71 dB. The concept of acoustical
capacity relies on a prediction model reported in Equation (1) [24] for expected noise levels in the
investigated eating facility, which is a function of the volume (V), the reverberation time (T0) and
number of people gathered in the room (N)
LN,A =
1
1− c ·
(
69− c·45− 10 log
(
g·
(
0.16·V
T0·N + Ap
)))
(dB) (1)
where Ap is the sound absorption per person in m2, c is the Lombard slope (dB/dB), and g is the group
size, defined as the average number of people per speaking person (i.e., g = N/Ns). Rindel observed
that, for the majority of eating establishments, the prediction model gives the most accurate results
(within a range of ±2 dB) with c = 0.5 dB/dB and Ap = 0.2 m2. The main source of uncertainty indeed
appears to be the group size parameter g. The model reported in Equation (1) was validated using
data from Hodgson et al. [30], where a relatively broad range (in terms of number of seats, eating style,
and physical and acoustic features) of eating establishments was considered.
For the sake of generalizability, Rindel proposes a simplified relationship to calculate the acoustical
capacity (Nmax) based on (1)
Nmax 
V
20·T (2)
where V is the volume in m3 of the room and T is the reverberation time (s) in furnished but unoccupied
condition at mid-frequencies. The formula (2) is obtained from the prediction model (1), based on a
maximum ambient noise level of 71 dB (threshold for a sufficient quality of verbal communication),
a slope value c = 0.5 dB/dB, a group size value g = 3.5 (average of the 3–4 N/Ns range observed to
work for most eating establishments), and an absorption per person value Ap = 0.35 m2 (average
of the 0.2–0.5 m2 range observed to work for most eating establishments) [24,29]. However, it was
observed that depending on the type of gathering and social arousal, the parameter g could range from
values as low as 2 (very lively gatherings), to 3–4 for more common settings (e.g., food courts, bistros,
restaurants, etc.), up to more extreme situations of 8 for the dining rooms of residences for older adults.
The focus of this paper is indeed on this latter case.
3. Methods
One of the five Nursing Homes (NHs) of the project was selected and its living room was
considered in this study. The NH is located in Flanders (Belgium); the building hosting the facility
dates back to the 1980s and it underwent several local renovations and technical adjustments over
the past 30 years. The rationale for selecting this facility in particular was two-fold: (1) the living
room of the department under investigation is slightly bigger in size (ca. double volume) and hosts
on average more residents (ca. 10 more, on average), compared to the other four NH living rooms;
(2) in the context of the AcustiCare project, this facility is the only one where retrofit interventions
were implemented, aimed specifically at reducing reverberation time in the living room (which is an
important factor of influence on acoustical capacity). Living rooms in the departments for people
with dementia and the often related BPSD in the Nursing Homes of the project are conceived to host
a number of residents, ranging approximately between 20 and 30 people at the time, including staff
and visitors (e.g., resident’s family members, friends, doctors, etc.); for the case study, the number of
residents typically ranges between 15 and 30 people. The layout of the living room (Figure 1) shows a
few tables for 3–6 persons each spread across the space, with a desk/console/kitchen area for staff on
one side, and a smaller, more flexible area where group activities might happen (soft gym, watching
TV, listening to radio, etc.).
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Figure 1. Living room of the case study NH.
The protocol for data collection is reported in Ref. [7]. Data collection for the living room
included: reverberation time, ambient noise levels measurements for a 12-h period (07:00 am–07:00
pm), and occupancy (i.e., number of people in the living room) for a 12-h period (07:00 am–07:00 pm).
Volumetric data of the living rooms were acquired; reverberation time (T) was measured in
accordance with the ISO 3382-2:2008 standard [31]. Measurements were conducted in unoccupied
conditions, while the rest of the facility was still functioning. Therefore, considering the proximity of
potentially sensitive receivers, it was not suitable to use loud signals to elicit the rooms and T20 was
used instead of T30.
For noise levels, sensor nodes were installed in the living room during a typical day of activity of
the facility; data would be sent over the internet to the Ghent University server infrastructure and
subsequently processed further through an agent-based approach and eventually stored in a warehouse
database [7]. These customized sensor nodes are conceived to provide remote data access and have
been described in previous work [7], performing equivalently at least to “Class 2” equipment and being
suitable for the measurement of the sound levels and their daily variation, as observed in the current
study. A-weighted equivalent sound levels were calculated on a 30-min basis (LAeq,30min). To the best
of the author’s knowledge, no specific protocol is available to formulate a proper uncertainty balance
for the kind of measurements proposed in this study, using these specific devices. Yet, it is still possible
to get a sense of the error the devices might incur in, and it is worthwhile highlighting that the sources
of uncertainty that might emerge in indoor context and for a relatively narrow range of sound levels
are likely less than those one might have to consider for outdoor environmental noise measurements
(e.g., road traffic noise). Before deploying the sensor nodes at the nursing home, these were tested
at the Ghent University Lab: they were calibrated using a Svantek SV 35A acoustic calibrator and
the same procedure of indoor testing as proposed in Ref. [32], which is based on direct comparison
of measurements with a Class 1 sound level meter, was performed, leading to an error of less than
0.2 dB on average. This is a well-accepted approach in literature, in order to check for the accuracy and
reliability of acoustic sensor nodes [32–35].
For occupancy data, a researcher’s observation covered the same 12-h period of ambient noise
levels measurements. The researcher would sit in the living room in silence, without interacting with
staff, residents, or their family members and/or friends. Every 30 min, the researcher would take note
of the number of persons present in the living room, assessing “overall” presence (i.e., disregarding
people briefly leaving/entering the living rooms, unless they were contributing significantly to the
acoustic environment by generating very loud or particular sounds) during the previous 30-min slot
(i.e., at 11:00 am, the researcher would annotate data related to presence between 10:30 and 11:00 am),
as well as taking brief field notes about the main events and/or activities developing during that slot
(“staff serving breakfast to residents”; “residents watching TV”, etc.) [7]. This approach was deemed to
be sensible, bearing in mind that the rhythm of an NH living room is not as fast-paced as it might be
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in other eating establishments for the general public; residents (some of them with limited mobility)
rarely move more than 3–4 times between the living room and their private bedrooms during a day.
As part of the engagement and demonstration activities of the AcustiCare project, a number
of acoustical retrofit interventions were deployed in each of the participating NHs; these included,
among others, the installation of suspended and wall-mounted absorbing elements, installation of
acoustic curtains and installation of noise-reducing ventilation grids (more details about the demo
interventions are reported in [13]). For the living room of the present study, approximately 110 m2
of absorbing gypsum tiles (Gyptone Tile Quattro 50 and Rigitone 12/25 Q by Gyproc), applied to
cover hard plaster ceiling, and a floating acoustic floor (Moduleo) on top of the existing floor, were
installed [13]. Reverberation time measurements and noise-level-monitoring via sensor nodes were
repeated in the same conditions after the installation of the acoustic materials. Consequent volumetric
variations in the living room (e.g., cavity for the modular ceilings elements) were deemed small enough
to be disregarded.
4. Results
This section is organised into three subsections: Section 4.1 reports the results of the reverberation
time measurements, and the sound levels and occupancy levels monitored during the 12-h observation
slot; Section 4.2 reports the analysis to identify the best parameters values to include in the prediction
model of ambient noise levels adapted for nursing homes; Section 4.3 compares the acoustical capacity
in the living room before and after the acoustical retrofit interventions were implemented.
4.1. Acoustic and Occupancy Data in the NH Living Room
The living room space under investigation had a volume of approximately 615 m3 (h = 3 m, on
average). The measured reverberation time prior to the acoustical retrofit intervention was 0.91 s
and it represents the arithmetic average of the T20 values measured in the 0.5–2 kHz frequency range
(T0.5–2kHz). This choice was made to stay aligned with regional guidelines for the acoustic performance
of such spaces: the recommended value for living rooms is 0.8 s [36], signifying that acoustic correction
for the investigated space was desirable. The reverberation time measurements were repeated after the
installation of the floating acoustic floor and absorbing ceilings and the new T0.5–2kHz value was 0.39 s,
showing a considerable improvement [13].
Figure 2 shows occupancy and noise level data in the living room during the 12-h observation
slot. People count is organized in three categories: staff, residents and visitors (the researcher carrying
out the observation was excluded from this count). The 30-min slots were arranged to match the
LAeq,30min intervals. A pattern with two daily peaks for both sound levels and occupancy can be
observed in the morning during breakfast, common activities time and early lunch, and in the afternoon
with visitors’ presence and dinner; between those peaks, levels go down as some residents return to
their private bedrooms. LAeq,30min generally range between 50 and 70 dB, showing that the acoustic
environment of the living room was never particularly quiet. Sound level monitoring was repeated
after the acoustical retrofit intervention and some differences were observed, but they are discussed in
more detail in [13], as the topic is out of the scope of the present paper. In general, Figure 2 suggests
that in the NH living room low ambient noise levels might also be associated with relatively higher
occupancy (like in the slots 11:30–12:00 h or 17:00–17:30 h); in those cases, field notes confirmed that
several residents were listening to a radio or watching TV (thus, constant noise and fewer people
speaking). This supports the claims that NH living rooms exhibit different behavioural patterns if
compared with other eating establishments.
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Figure 2. Occupancy levels stratified by user types and A-weighted equivalent sound levels as a
function of time during the monitoring day in the living rooms.
4.2. Optimization of the g Value for Prediction of Ambient Noise Levels
Figure 3 reports the results from the sound levels and occupancy monitoring in the living room
and compares them with the prediction model (1) for ambient noise levels, considering a Lombard
slope values c = 0.5 dB/dB, a sound absorption per person value Ap = 0.2 m2, and the group size values
g of 8, 9 and 10, accordingly [24]. Assuming that groups size g values in the 8–10 persons range were
being considered, datapoints related to occupancy lower than eight people in the living room were
removed (i.e., since g represents the ratio between present persons and speaking persons, it does not
make sense to have “less than 1 person” speaking in the room). From the trend line (linear regression)
of the sound levels measured on site, it can be observed that a group size value g = 9 gives the best
match between the prediction model and the measured noise levels values.
Figure 3. Prediction curves of the assumed group size parameter g [24]: measured (with linear
regression) and predicted ambient noise levels as a function of occupancy.
Following the work developed by Rindel [24], additional values of the Lombard slope and
absorption per person were tested, as a function of group size. For this purpose, predicted ambient
noise levels were determined according to the model in (1) using actual occupancy levels, under
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different configurations of c, Ap and g values; these were then compared with measured noise levels
and average deviations were calculated. Table 1 shows that only for c = 0.5 dB/dB are the average
deviations from measured levels reasonably small (0.8–1.2 dB), with the smallest deviation using g = 9
(0.3 dB). When looking at the same information (g = 9) from the point of view of absorption per person,
Table 2 shows that a variation in Ap from 0.2 to 0.5 m2 leads to a rather small effect on the average
deviations (0.1–0.5 dB). Therefore, the application of the prediction model to the present case study
would return the most accurate results with c = 0.5 dB/dB, Ap = 0.2 m2 and g = 9; this suggests that,
in the case of facilities hosting older adults in special care, values higher than g = 8 [24,30] might
be appropriate.
Table 1. Average deviations between predicted and measured noise levels in the living room, using
Ap = 0.2 m2 and different values for the parameters c and g.
c (dB/dB)
Average Deviation (dB)
Group Size, g
8 9 10
0.4 1.8 2.7 3.4
0.5 −0.8 0.3 1.2
0.6 −4.6 −3.3 −2.2
0.7 −11.1 −9.4 −7.9
Table 2. Average deviations between predicted and measured noise levels in the living room, using
c = 0.5 dB/dB and different values for the parameters Ap and g.
Ap (m2)
Average Deviation (dB)
Group Size, g
8 9 10
0.2 −0.8 0.3 1.2
0.3 −0.6 0.4 1.4
0.4 −0.4 0.6 1.5
0.5 −0.3 0.8 1.7
4.3. Acoustical Capacity Pre- and Post-Intervention
As mentioned in the Introduction, Rindel [28,29] suggests that, for a room with known
physical and room acoustics characteristics, it is possible to estimate the maximum number
of persons—i.e., the acoustical capacity (Nmax)—in order to have a sufficient quality of verbal
communication by means of Equation (2). However, the formula (2) assumes Ap = 0.35 m2 and g = 3.5,
whilst the analysis reported in Section 4.2 shows that, for the specific case of a NH hosting people
with BPSD among other residents, the most accurate set of parameters to feed into the model was:
Ap = 0.2 m2 and g = 9. Furthermore, it would not be accurate to assume 71 dB as the threshold value
for sufficient quality of verbal communication for the particular group of users of this case study.
The relationship between speech level (LS,A,1m) and ambient noise level (LN,A) has been extensively
discussed in the literature [25,37]: considering the relation between these two parameters in terms of
signal-to-noise ratio (SNR), Lazarus [38] suggests that for a reference listener, the quality of verbal
communication is sufficient if SNR > −3 (LN,A < 71 dB). Nevertheless this criterion should apply only
for normal hearing people, and the ISO 9921:2003 reports that “people with a slight hearing disorder
(in general older people) or non-native listeners require a higher signal-to-noise ratio (approximately 3 dB)” [39].
This implies that in the case of an NH, where profound rather than slight hearing disorder is likely
to affect many residents, the most appropriate choice could indeed be an even higher SNR than the
0 dB (LN,A < 65 dB) recommended by the ISO [40]. For this reason, a condition with SNR > 3 dB
(LN,A < 59 dB) was considered to reflect a “sufficient” quality of verbal communication for this group
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of users. Figure 4 reports a comparison between these three conditions, where a 3-dB and a 6-dB shift
can be observed for slight and profound hearing disorders, accordingly, in the assessment of quality of
verbal communication.
Figure 4. Threshold values of speech levels and ambient noise levels for the quality of verbal
communication and its relation to SNR as suggested: by Lazarus [38] for reference listeners; inferred
from ISO 9921 for listeners with slight hearing disorders [39]; hypothesised for listeners with profound
hearing disorders [40].
Therefore, assuming the new set of parameters, considered at the sufficient quality level for
profound hearing disorder, the revised relationship for acoustical capacity in Nursing Homes (NH)
would result in
Nmax,NH 
V
33.6·T (3)
where V is the volume in m3 of the room and T is the reverberation time (s) in furnished but unoccupied
condition at mid-frequencies.
Using the formula (3), the acoustical capacity of the NH living room prior to the acoustical
retrofit interventions can be calculated and it is Nmax,NH = 20. From observation data on site,
the average occupancy was 21 people; thus, the acoustical capacity would already be exceeded, and the
saturation ratio N/Nmax,NH would be 1.05, giving the living room an insufficient quality of verbal
communication [29,38].
The acoustical retrofit interventions in the living room (Figure 5) had a number of positive
implications in terms of airborne and impact sound transmission from the living room to adjacent
spaces (corridors and bedrooms) [13], but the most significant improvements were observed for
reverberation time with a 57% reduction. While there was no urgent need for such a drastic reduction,
it was decided together with manufacturers and NH management that the intervention would
be deployed to its full potential to demonstrate the margins of improvement in other conditions.
The new acoustical capacity of the living room after the acoustical correction was calculated and was
Nmax,NH = 47. Considering the same 21 people for occupancy as before, the new condition is providing
a saturation ratio of 0.45, pushing the average quality of verbal communication of the living room from
insufficient to “satisfactory” [29]. Considering the Equation (3), this means that the highest acceptable
reverberation time prior to the acoustic retrofit would have been 0.87 s (instead of the actual 0.91 s).
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Figure 5. Picture of the nursing home (NH) living room after the installation of the acoustic floating
floor and absorbing ceilings.
5. Discussion
The living room of a nursing home (NH) hosting people with BPSD (among other residents)
was considered as a case study to test the applicability of a prediction model of ambient noise levels
and a simplified equation to determine the acoustical capacity of a space, as proposed by Rindel [24].
The original model was developed for eating establishments, and it was validated on different types of
facilities, such as bistros, cafeterias and restaurants, and senior residence dining rooms, the latter being
the closest type of facility to a NH living room, as included in the AcustiCare project. In particular,
for the definition of the acoustical capacity relationship as a function of volume and reverberation time,
the Equation (2) assumes a group size value g = 3.5, an absorption per person value Ap = 0.35 m2,
and a reference ambient noise level that does not exceed LN,A = 71 dB to guarantee sufficient quality of
verbal communication. However, the living rooms of NHs are quite an extreme case on the spectrum
of possible facilities and the results of this study show that if the general formula were to be used with
the abovementioned parameters values, the actual acoustical capacity of the NH living room would be
overestimated by approximately 65%.
The group size g value is an indicator of the level of arousal of the gathering and for the NH
living room it was expected to be much higher than the 3–4 range typically working for average
facilities. Rindel [24] proposes that for senior residence dining rooms, a group size as high as g = 8
should be considered, because the conversation might not be very lively. Results from the present
study suggest that, for the specific group of people with dementia (with some of them expressing
BPSD) in nursing homes, levels of interaction/conversation might be even lower because of (among
other aspects) cognitive impairment, thus leading to higher g values. Because the levels of arousal are
likely to vary at any facility over time, the optimal value for group size g might change accordingly.
In [24], an example is provided for a reception in a public eating establishment where guests are served
alcohol: the arousal level could increase with time, leading to a decreasing group size (i.e., more people
talking) and increasing noise level with time. To some extent, similar dynamics of arousal and activity
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variations might also be expected in the case of a nursing home. Thus, further research might consider
this aspect and test different g values depending on the activity taking place in the NH living room.
Indeed, verbal communication is certainly a key function of the NHs living rooms, but it is not the only
function contributing to ambient noise levels, as both Figures 2 and 3 seem to confirm.
According to Rindel [24], the absorption per person Ap value should range between 0.2 and 0.5 m2.
This is affected by people’s behaviour in the environment (e.g., whether they are sitting or standing)
and the type of clothes they are wearing. Rindel highlights that Ap would have a smaller effect on the
accuracy of the model than the actual equivalent absorption area per person in the room, and in the
case of seated people, Ap should be considered as the additional amount of absorption compared to
the empty chairs. For seated persons wearing light summer clothes, Rindel suggests that the lowest
value of the range should be considered [24]. The results of this study are in line with this suggestion,
and this could be explained by the fact that the majority of NH residents are indeed sitting for most of
the time and, being in a domestic environment, they tend to wear lighter clothes than other people
would in a publicly accessible facility; the same applies, to some extent, to staff members who wear
standard uniform for care personnel.
Finally, the ambient noise level taken as reference for a sufficient quality of verbal communication
also has a considerable effect on the determination of the acoustical capacity. Considering the relation
between the vocal effort of a person, the speech level and the ambient noise level, Lazarus [38] assumes
that for normal listeners an SNR > −3 dB would suffice for acceptable quality of verbal communication;
however, empirical evidence suggests that a more conservative limit should be adopted for people
with profound hearing impairment (which has a higher prevalence on older adults with dementia),
thus this approach was adopted in the present application and an SNR = 3 dB was used instead. Where
the ISO standard relates the ageing to a shift in SNR of 3 dB, higher levels could be considered, at least
for elderly with a profound hearing deficit. Indeed, it has been shown [40] that elderly patients with
cochlear implantations show an improved speech perception in noise (44% at SNR + 15 dB, 37% at SNR
+ 10 dB and 27% at + 5dB) and additional improvements in global cognitive functioning, indicating the
importance of the level of deficit affecting elderly in general, and the strong impact of an improved
SNR on their speech perception and functioning.
When applying this model in the context of nursing homes living rooms, and calculating the
acoustical capacity, the lower level of arousal expressed as higher g value that would lead to potentially
higher levels of occupancy is compensated by a more stringent threshold for ambient noise levels
related to the quality of verbal communication for hearing impaired groups. Using a group size
value g = 9, while keeping the acceptable ambient noise level to 71 dB for sufficient quality of verbal
communication, would result in acoustical capacity values that are unrealistic (e.g., 200+ people in the
living room with reverberation time retrofitted to 0.39 s).
On a different note, nursing homes are facilities that function with a relatively constant routine.
The living rooms represent the space where social interaction happens and this is affected also by how
the NH management plans the activities and the layout of the space (e.g., how tables and other furniture
are arranged, what time slots—if any—are scheduled for external visitors’ access, how and when food
is served, etc.). This implies that many other sound sources are present/dominant at specific times of
the day that go beyond human conversation: it is one of the limitations of this study, where further
research would require additional processing of the acoustic data to isolate speech and disregard
other sources (staff cleaning, trolleys in the room, etc.). Larger deviations of the predicted values from
the measured data are indeed observed when moving away from the peak times of activity of the
NH living room (i.e., when meals are being served). However, this issue is common to other eating
establishments, where conversations are just one of the sources contributing to the acoustic climate of a
place and many other non-verbal events are occurring, so, to some extent, the model has to statistically
take into account that as well.
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6. Conclusions
Applying the prediction model for ambient noise levels (1) for eating establishments with the
average parameters proposed by Rindel to calculate the acoustical capacity of the Nursing Home
considered in this work might give misleading results. If no special consideration is made, the simplified
formula (2) would return an acoustical capacity of 33 people (sufficient for the average occupancy of
the living room), while the optimization of the model for the specific case led to a revised formula (3)
that has the acoustical capacity of the investigated living room capped at 20 people (thus insufficient, if
no correction is made on reverberation time). One of the limitations of this study is that its dataset
currently does not differentiate between sound levels that are generated by verbal communication
or rather other sound sources. Future works should possibly consider algorithms for sound sources
recognition and separation to explain larger amounts of variance in the prediction models.
For the investigated case, the model (1) for ambient noise levels was found to provide reasonably
good prediction of measured data when the key parameters Ap and g are optimized. The main
outcomes of the study are:
• In the living room of a nursing home hosting people with BPSD, the prediction model gave the
best results with a set of parameters that deviates considerably from those proposed for other
eating establishments; namely, c = 0.5 dB/dB, Ap = 0.2 m2 and g = 9;
• The admissible ambient noise level used as reference in determining the threshold for sufficient
quality of verbal communication had to be adjusted to LN,A = 59 dB to return realistic values of
acoustical capacity for the living room;
• The acoustical retrofit intervention implemented in the living room of the AcustiCare case
study increased the acoustical capacity of the space by 27 people, leading to a much lower
occupancy saturation ratio under normal functioning conditions and an improved quality of
verbal communication from “insufficient” to “satisfactory”.
Altogether, the findings of this study highlight the importance of having specific acoustic design
criteria for care facilities, considering the potentially vulnerable groups of user that they host. Poor
acoustic quality in such spaces might be detrimental to personal conditions for residents and exacerbate
work-induced stress for staff. This work shows that there is scope to apply the acoustical capacity
concept in nursing homes hosting older adults with dementia as a further design parameter to integrate
with those that are conventionally used in general building and room acoustics practice; this will
provide useful information for NH management about the number of residents a living space can
comfortably accommodate, while guaranteeing good quality of verbal communication and less stress
for both residents and staff.
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